An epidemiological study was carried out in the current
Introduction
Those concerned in neonatal intensive care have little doubt that a change has occurred in the workload in neonatal units since these became widely available in the mid-1970s. Unfortunately few population based data are available to confirm such a change, or to aid an investigation into the mechanism by which such a change has occurred. A series of reports in the 1970s, which highlighted some of the undesirable aspects of neonatal care,1-4 led to a progressive reduction in admissions to neonatal units for observation and relatively straightforward treatment measures such as phototherapy. In addition, technological advances combined with increased medical and nursing skills seem to have led to a state of affairs in which infants of lower gestation are surviving to spend longer receiving the most advanced forms of neonatal care. There is no universal agreement that neonatal intensive care lowers mortality. National figures show that the incidence of low birth weight has been remarkably constant for at least the past 10 years, while perinatal mortality has shown a definite decline. [5] [6] [7] [8] Changes in neonatal practice have not taken place in isolation, however, and appreciable alterations in obstetric management have occurred, not least in attitudes to the potential viability of preterm infants. Studies on hospital based data, especially when these are referral centres, do little to identify fundamental aspects of change and aspects where improvements may have occurred. 9 We have attempted to assess formally the change in neonatal workload from the mid-'70s to the present era by carrying out a population based study during two one year periods and using the current Nottingham health district as a geographically defined population.
For this paper the terms neonatal intensive care and special care are used synonymously.
Methods and comment Eight hundred and forty seven of the 1217 cases examined were eligible for inclusion on the grounds of birth address. For both periods in cases where the predominant cause of admission was not clear the final decision on categorisation was always taken by one of us (DF).
Reasons for admission were categorised as follows: (a) respiratory illness requiring added oxygen but not related to asphyxia, congenital anomaly, or infection; (b) prematurity but without respiratory difficulties of sufficient magnitude to require oxygen; (c) jaundice; (d) asphyxia; (e) observation; (f) light for gestational age; (g) cerebral irritation occurring without apparent pre-existing asphyxia; (h) congenital anomalies or inherited disorders; (i) surgery not related to congenital anomalies; (j) infection-local or systemic.
For each infant the minimum information recorded in addition to reasons for admission was length of stay, gestation, and birth weight. Where social circumstances unduly extended an infant's stay the date that the infant became medically fit for discharge was used to determine the length of admission. This cut off was used for fewer than 10 babies in each period. Gestation was determined on the basis of the most accurate information available for each particular infant. When an early ultrasound scan had been performed for dating, or when the mothers' dates were considered accurate by the obstetricians, these assessments were used in preference to the Dubowitz or Farr scores, which were used alone in the remainder.
When possible, and especially in babies developing respiratory illness or infants who subsequently died, the obstetric details were also recorded.
We examined delivery suite records for each maternity unit operating in the district to ensure that details relating to registered stillbirths and neonatal deaths were complete. To be sure that no infant from the Nottingham health district had received neonatal care outside the district we reviewed the admission books of all units whose catchment area bordered that of the Nottingham health district.
Results and comment In an attempt to further clarify the situation regarding the increased increase seems to have resulted from a reduced stillbirth rate among infants of 33 weeks' gestation. There remains a considerable increase which is not adequately explained. It would appear likely that previously these infants were born and died before 28 weeks' gestation. We have not been able to show whether these infants now can be considered live births because obstetric management has been able to prolong their gestation or because paediatricians intervene at deliveries where previously no resuscitation would have been provided. A further explanation which must be considered is some other factor operating within the community which has led to an increased incidence of preterm labour and delivery.
Mortality for the group of liveborn infants of < 33 weeks' gestation was significantly reduced in the 1983-4 period, and for the most part this reduction in mortality ias occurred among infants of 29-32 weeks' gestation. An increased number of low gestation infants is not accurately reflected in either the national or our own low birthweight data. A likely explanation for this is that the main increase in lower gestation infants has occurred among 32 and 33 week gestation babies, where the 50th centiles for weight are 2-0 and 2-2 kg respectively. As a result any change in the absolute numbers of these infants may well be masked by the large numbers of more mature infants whose weight range extends well into this range.
In conclusion, it would appear that changes in neonatal intensive care admissions have been largely determined by two factors. Firstly, clearer guidelines have been provided for junior staff on the criteria for admissions to the neonatal unit. Secondly, there has been an increased workload created by larger numbers of less mature infants. It would appear unlikely that the total number of babies entering the neonatal unit can be reduced further by an even more stringent admission policy. Increased numbers of immature babies are having a major effect on increasing the requirement for the most advanced forms of neonatal intensive care, but we have no information that will accurately predict future trends in preterm deliveries. Such information is of great importance since if mortality figures are to continue their downward trend further expansion of neonatal services may well be required.
